An accurate estimate of the prevalence of ischaemic heart disease is very difficult to obtain. National vital statistics carry with them all the inherent and only too well-known inaccuracies of death certification. In addition, they take no account of the prevalence of the disease in the living. The clinical manifestations of ischaemic heart disease are very varied, and include such diverse syndromes as angina pectoris, coronary insufficiency, arrhythmias, heart block, congestive cardiac failure and myocardial infarction, apart from sudden death. Even myocardial infarction may be silent clinically, and manifest as a transient cerebral episode, vomiting, or just arrhythmia. Paton (1957) (Thomas et al., 1958 (Table 2) . Although more electrocardiograms were done on Whites than non-Whites, the ratio was only 1.3 : I, and this cannot be, the sole explanation of the striking inter-racial differences found in the prevalence of myocardial infarction. If we express the number of infarctions as a percentage of the total number of electrocardiograms taken in each racial group, as in a previous communication (Vogelpoel and Schrire, 1955) , the actual difference is well shown (Tables i and 2 ). Thus, Ioo electrocardiograms in Whites include I3 infarctions (rigid criteria) or 22.5 (less rigid criteria); Ioo electrocardiograms in Cape Coloured show 6 and I3 respectively, whereas electrocardiograms in Bantus include only 0.5 and 1.4 respectively.
Discussion
The difference in the prevalence of ischaemic heart disease in the three racial groups cannot be attributed entirely to an age factor ( Tables I to 3 may be weighted for the White. In Table 5 , the prevalence of infarction (rigid criteria) during I957 is compared with that in 1953 and 1954 (Vogelpoel and Schrire, 1955) Electrocardiographic evidence of myocardial infarction and ischaemic heart disease was found far more commonly in the White than in the Cape Coloured, in both of whom the disease was common.
The higher prevalence of ischaemic heart disease in Whites than in non-Whites was confirmed and was not attributable to a significant difference in age distribution of the population studied.
The peak prevalence in males was between 50 and 59 and in females between 60 and 69. The disproportionate prevalence in males was confirmed.
The results were compared with the findings of previous years.
BIBLIOGRAPHY
